Ulcerative Colitis.-RUPERT S. CORBETT, M.Ch. The specimen was removed from a female aged 46, suffering for twelve years from chronic ulcerative colitis.
Section of Proctology
President-A. HEDLEY WHYTE, D.S.O., T.D., M.S., F.R.C.S. [March 12, 1947, concluded] Specimen of Colon Removed on Account of Severe Pyoderma from a Long-Standing Case of Chronic Ulcerative Colitis.-RUPERT S. CORBETT, M.Ch.
The specimen was removed from a female aged 46, suffering for twelve years from chronic ulcerative colitis.
On account of recurrent attacks of colicky pain, with vomiting, loss of weight associated with fever and a reduction in the hemoglobin to 42 %, a terminal ileostomy was performed. This led to a very great improvement in her general health; she could eat anything and the rectal discharge diminished considerably. Weight increased and the Hb went up to 66%.
It was noted that the rectal discharge persisted from 2 to 4 oz. daily and was offensive mucopus. In addition she developed large superficial areas of ulceration on the thigh and calf of the right lower extremity. The skin condition was diagnosed as pyoderma.
It was decided to perform a subtotal colectomy. This has resulted in a very great improvement to her general health and no recurrence of the skin lesion. I wish to emphasize the importance of this skin complication as an indication for colectomy. Other authorities have referred to the common association of erythema nodosum which often breaks down to the condition of pyoderma gangrenosum.
The X-ray film shows the condition of the colon prior to excision and the photograph shows the condition of the specimen after removal.
Pathological report (Dr. C. E. Dukes).-Colon removed by right subtotal colectomy 21.11.46 .
The specimen consisted of the cxcum, ascending colon, transverse and descending colon and also about 3 in. (7-6 cm.) of the ileum. The whole colon was much thickened and contracted down and embedded in tough fibrous fatty tissue. Dissection showed the mucosal surface of the colon to be dark brown in colour and covered with ridges and small polypoid tumours, mostly about the size of a pinhead. These ceased abruptly at the ileocecal valve and the mucous surface of the small intestine was normal in appearance.
Microscopic structure.-Sections show extensive ulceration of the mucous membrane with only small surviving patches of mucosa. In the bare areas the submucosa is occupied by very vascular granulation tissue containing large numbers of lymphoid cells, plasma cells and eosinophils. In some regions there appears to be hyperplasia of the lymphoid tissue and the dark colour is due to blood pigment, of which there is a considerable quantity in the submucosa. There is no sign of any form of malignancy. THE occurrence of multiple primary carcinomata is not one of the great rarities of surgical pathology.
Few such tumours, however, have been recorded as affecting exclusively the colon and rectum. The majority occur in unrelated systems or organs.
Cokkinis, reviewing the literature in 1934, found that only 29 authentic cases of multiple tumours confined to the large bowel had been recorded up till that date. Norbury (1931) , in his Presidential Address to this Section on "Multiple Primary Malignant Growths, with Special Reference to the Colon and Rectum", reported several cases and stressed the practical importance of a thorough search for multiple tumours before planning any radical operation, or the placing of a colostomy. He also discussed the difficult question of the etiology of multiple tumours, with regard to the possibilities of their arising independently, in areas of diffuse polyposis, or as implants of detached portions of one growth into another part of the bowel. Consideration was also given to the possibility that a familial or hereditary susceptibility might favour the development of multiple carcinomata, but this influence would not appear to operate with any greater frequency in cases of multiple, than in those of single primary malignant growths. Examination.-A carcinoma was palpable in the upper third of the rectum. Per abdomen, a mass was palpable in the right upper quadrant which moved up and down with respiration and which was suggestive of an enlargement of the liver. This was thought to be probably due to metastases from the carcinoma in her rectum.
First operation (5.6.45).-Exploration: The mass which had been felt on examination of the abdomen was found to be an annular carcinoma in the ascending colon 14 in. (3 -8 cm.) beyond the ileocwcal junction. There were no local attachments and no glandular metastases, nor secondary deposits in the liver or elsewhere. The presence of a mobile carcinomatous ulcer at the rectosigmoid junction was confirmed. There was no gross intestinal obstruction.
Operative procedure: Right hemicolectomy for adenocarcinoma of cxcum, completed by the Paul-Mikulicz method. Post-operative progress uneventful.
Second operation (10.7.45).-One-stage abdomino-perineal excision of the rectum for adenocarcinoma of rectosigmoid junction.
Post-operative progress again uneventful until signs of small-gut obstruction developed on the tenth day. Third operation (23.7.45).-The abdomen was reopened and two narrow peritoneal bands, associated with the last parietal incision, were found obstructing a loop of small intestine, and were easily divided.
Although very ill at this time the patient made a good recovery. On October 10 a small polypus was found presenting at the stoma of the terminal colostomy and excised. Microscopically, this showed a columnar-cell adenocarcinoma.
Fourth operation (16.4.46)-Extraperitoneal closure of ileocolostomy. The patient was finally discharged from hospital on May 3, 1946, in good health, and has remained well and free from recurrence. CASE II.-Mrs. C. W., aged 38, was admitted to hospital on July 31, 1943.
History.-Bleeding from rectum on the day before admission, preceded by slight pain "like wind". Past history.-No previous bowel symptoms nor any previous ill-health. On examination.-Small hard swelling below right costal margin. No other physical signs.
